Introduction
Anorectal malformations can be complex issues. They may occur during the fifth to seventh weeks of fetal development in approximately 1:2500 births. With these defects, the anus (opening at the end of the large intestine through which stool passes) and the rectum (area of the large intestine just above the anus) do not develop properly. Abnormalities of the rectum and urinary tract coexist in 20-54% of cases [1, 2] caused by embryonic aberration of the uro-rectal septum. In most patients, anorectal defects are treated surgically in early childhood. We present a case of an adult patient with recurring anal abscesses due to a complex rectal malformation.
Case report
A 52-year-old patient presented to the Emergency Department complaining of anal pain for recurrent perineal abscess and urinary retention. At history, he had had multiple urological operations in infancy to treat a congenital urethral defect and had cystostomy performed several times because of urethral stricture. He also had undergone 12 incision and drainage of perineal abscesses. At physical examination, a left side perianal abscess was found.
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Scars from previous incisions were present in the soft tissues of the left buttock. He was admitted to the Colorectal Department. Cystostomy was positioned for the urinary retention and the anal suppurative collection was drained. Patient's condition after the procedure immediately improved and a diagnostic work-up with endorectal ultrasonography (ERUS), magnetic resonance imaging (MRI) of the pelvis and colonoscopy was performed. ERUS was performed with a BK Medical Profocus and a 360 rotating transducer with 3D automatic acquisition, at 16 MHz frequency (type 2050, BK Medical Analogic) [3] . At ultrasound, on the left side of the rectum, a fluid collection, 60 mm x 43 mm in size, was identified at 10-12 cm from the anal margin. It appeared like a cyst and the characteristic of its wall was identical to the five-layer structure of the rectum (fig 1a-c ). There were no signs of peristalsis into the lesion and there was no evidence of communication with the rectum, but only continuity for several centimetres. From the US findings the differential diagnosis was between a rectal duplication and rectal diverticulum. On the left side of the anal canal, there was a subcutaneous fistula originating from the cystic lesion.
MRI was performed using a Siemens 1.5 T scanner in T2, T2 TIRM and T1FS sequences before and after administration of a contrast agent in coronal, transverse and sagittal planes. On the left side of the pelvis, a large fluid lesion (40x25 mm in the transverse plane; length 110 mm) adjacent to the rectum was visualised. The structure of its wall was morphologically similar to the rectal wall (fig 1d-f) . A diagnosis of a large diverticulum with possible neck localised within the left wall of the rectal ampulla was supposed, but not confirmed for the absence of a clear communication. There was also a left perianal fistula originating from the lesion. The left branch of the puborectalis muscle was deformed and the posterior part of this muscle was shifted laterally. Moreover, prostate asymmetry (smaller left lobe) and the absence of the left seminal vesicle were also detected. These findings suggested developmental abnormalities.
At colonoscopy the anterior and left lateral rectal wall appeared to be compressed at 7 cm from the anal margin, from an external mass. The mucosa was normal. No internal opening of diverticulum was identified, as well as no internal opening of the perianal fistula was found. After the diagnostic work-up, the patient was scheduled for laparoscopic surgery conducted by an interdisciplinary team including colorectal surgeon and urologist. A cystic lesion adjacent to the anterior rectal wall was identified. Blunt dissection could not be performed because of the absence of a plane between the two structures. Therefore, the lesion was incised and dense yellowish content, which was atypical for purulent fluid, was drained. The fistulous tract, running towards the buttock, was identified and excised. The patient was discharged home after 7 days in a good health condition. The histopathological report of the cystic lesion demonstrated the presence of a retained glandular structure, with chronic inflammation, hyperaemia and oedema of the mucosa, lymphatic nodules, and thickened muscle layer. The diagnosis of rectal duplication was confirmed.
Discussions
The incidence of anorectal defects is 1 per 5.000 births [4] . In most patients, anorectal and urogenital malformations are diagnosed and treated surgically in early childhood. Therefore, to diagnose and treat a congenital rectal defect in the adult, can be challenging. We presented a case of a 52-year old male suffering from recurrent perineal abscesses for many years. The history of a surgery to the urinary tract in early childhood, the concomitant urinary retention due to urethral stricture with the necessity to perform a cystostomy, and the absence of the left seminal vesicles, and the hypoplasia of the left lobe of the prostate oriented towards a complex rectal and urogenital malformation.
Defects of these two systems frequently coexist [1, 2] . Anorectal malformations develop in the first trimester of pregnancy, usually between the 4 th and 6 th week of gestation, occurring as a result of the failure of development of the cloacal membrane. The cloaca in the embryo is a cavity into which the hindgut (posteriorly) and the allantois (anteriorly) open. The cloacal membrane breaks down creating two openings: the urogenital and the anal ones [5] . The development of each of these parts may be disrupted in the prenatal period, which can have as a consequence the development of various rectal malformations. The classification of Melbourne (1976) of anorectal defects is commonly used. Currently, it has been modified by Pena [6] . It divides the anorectal malformations into low, high and intermediate on the basis of their anatomic position referred to the loop of the puborectalis muscle [4, 6] . There is a correlation between the localisation of the anorectal abnormalities and the prevalence of concomitant urogenital defects, with the higher malformation that have a greater probability of concomitant urinary tract lesions. In our case the anorectal malformation was localised above the puborectalis muscle. The stool filling the accessory pouch of the rectum, caused recurrent high perineal abscesses (difficult to diagnose and drain) and, finally, led to the formation of an extrasphincteric fistula connecting the cutaneous opening with the rectal duplication. The diagnostic challenge of this condition was due to the multiple treatments of high perineal abscesses in various hospitals, without conducting a diagnostic work-up in order to identify the reason of the recurrent sepsis.
During the ERUS we performed, the diagnosis of rectal malformation (accessory rectum, rectal diverticulum) was suggested. Ultrasonography is highly accurate enabling the visualisation of rectal wall abnormalities and the identification of lesions localised beyond the rectum [7] . ERUS has also an important role in the assessment of anorectal fistulae, determining type, level, branching and internal opening and recurrences of fistulae [8] . MRI confirmed the diagnosis and helped to plan the management. Due to the proximity of the lesion to the rectum and to the urinary tract, the surgery comprised an interdisciplinary team of physicians, including a urologist and colorectal surgeon, experienced in laparoscopic surgery.
In summary, in case of recurrent, atypical anal abscesses or fistulae running beyond the anal sphincters, a comprehensive diagnostic work-up should be performed. ERUS represents the first line of anorectal assessment. MRI can be performed as the second line, in selected cases, to confirm the ultrasound findings. Treating patients with atypical lesions localised in the small pelvis and perianal region is challenging and requires a multidisciplinary team (colorectal surgeon, urologist and radiologist).
